SIR-Most older people would choose to remain at home, and this is reflected in government strategies [1] . Institutional care in older people is associated with poorer quality of life [2, 3] and increased rates of depression, [4, 5] . In one recent New Zealand study [6] , 71% of older people who moved into care regretted this decision.
There have been a limited number of studies examining the prediction of care home admission for older people discharged from hospital, with most following acute medical or geriatric admissions [7] [8] [9] [10] . All studies have identified function as a key factor. Other factors include cognition [7, 9, 10] , living arrangements [7, 10] and financial circumstances [9] . The ability to recognise those at risk of adverse outcomes after discharge from hospital offers geriatricians the opportunity to recognise those at risk and arrange additional follow-up or support to maintain older people in their own homes.
In our previous study [11] we retrospectively examined predictors of care home admission, in the year following a specialist geriatric admission. Function on discharge was shown to be the strongest predictor of a change in domicile. Our study was limited by retrospective design with cognition and co-morbidities not recorded. The current prospective study aims to describe precipitants of residential care admission in the year following a successful home discharge from inpatient geriatric care.
Methods

Data collection
This was a prospective cohort study conducted at a subacute geriatric unit, which provides medical care and multidisciplinary team rehabilitation for patients over the age of 65 years, 75% of whom have undergone an acute hospital admission. They have been unable to be discharged directly from their acute hospitalisation due to a loss of function associated with their illness. The other 25% are admitted from home, typically with geriatric syndromes such as falls or confusion. The study took place on the general wards; the specialist stroke rehabilitation, orthopaedic and psychogeriatric wards were excluded.
All patients discharged to their own homes were eligible. Patients were identified by liaison with the ward teams. The lead researcher obtained consent and conducted the assessments. Exclusion criteria are given in Appendix 1 (available Deaths, readmissions and care home placement were recorded from our computerised patient management system. Patients were telephoned 3-monthly post-discharge. They were asked to rate their health as improving, stable or deteriorating since discharge.
Statistical analysis
Student's unpaired t-tests were used to compare means of continuous variables and χ 2 analyses to compare dichotomous variables. These results are shown in Table 1 . From statistically significant univariate factors, binary logistic regression analyses were then performed for the outcome of care home admission and a predictive model developed. Variables were subject to forward and backward selection and included in the model if the P value was <0.05. The R 2 value was calculated to assess goodness of fit. Odds ratios (ORs) were calculated for variables in the final model.
Results
Two hundred and seventy-three patients were discharged from our unit during the study period. Of these 159 had complete data collection at the time of discharge. A further 34 were unable to be contacted by telephone for follow-up, leaving a total of 125 with complete datasets. Reasons for exclusion are given in Appendix 1 (available as Supplementary data in Age and Ageing online), the majority were due to non-referral. The ages in the group who were not referred were not significantly different from the study group, with both groups having a mean age of 81.0 years. The outcomes in terms of residential care admission or death were not significantly different from the included study cohort.
Descriptive statistics for the cohort can be found in Appendix 3 (available as Supplementary data in Age and Ageing online).
Thirty-nine (31.2%) patients entered care homes in the year following discharge, of whom 24 were first readmitted to hospital.
Univariate analysis results are shown in Table 1 . On multivariate analysis (Table 2) for any residential care admission significant variables were as follows: the EFS: OR 1.3 (95% CI 1.0-1.6) per point, 0-17 points, P = 0.02; SRQOL: OR 1.4 (95%CI 1.07-1.7) per point, 0-10 points, P = 0.01; dementia: OR 4.3 (95% CI 1.2-16.0), P = 0.03; self-reported deterioration on telephone follow-up: OR 3.9 (95% CI 1.4-10.8), P < 0.01; and further hospital admission: OR 3.7 (95% CI 0.2-11.1), P = 0.02. Between 30 and 40% of variation was explained by this model. The model correctly predicted 80.8% of outcomes, with a high negative predictive value of 93.6%.
Discussion
This study highlights the complex interplay of factors involved in maintaining frail older people in the community after a successful discharge from sub-acute geriatric care. for this population have undergone little study with most research concentrating on acute hospital admissions. However, they are an important group as they are at high risk of adverse outcomes, especially care home admission. A key factor in determining outcome for our cohort was increasing levels of frailty. Frailty has been shown to be a factor in institutionalisation following elective surgery [12] and emergency department attendance [13] , but not investigated following medical or geriatric admissions. Frailty is important to recognise as interventions including exercise [14] , nutritional support, medication review and reduction in polypharmacy [15] , as well as comprehensive geriatric assessment [16] , have been shown to improve outcomes.
Dementia was also significant, again in keeping with the existing literature [7, 9, 17] . Another strong predictor of outcomes was deteriorating self-reported health at the time of telephone follow-up. Previous studies have reported an association between self-rated health and mortality [18] [19] [20] [21] , but there have been few studies looking at the relationship between self-rated health and care home admission.
Many of our cohorts had a further acute hospital admission immediately preceding their move to care homes, most without a further attempt at rehabilitation. Older people are often labelled with derogatory terms such as 'acopia' if they have repeated hospital admissions, but evidence shows that they often have further acute or unstable medical conditions [22] , and would benefit from geriatric care.
Weaknesses of this study include the disparity between the number of discharges from our unit and the number recruited to this study, despite intensive information campaigns among staff. This has the potential to bias our results; however, the group not included was matched to the study group in age and outcomes. Lack of data on carer's health and carer stress was also a weakness.
We hope that the model developed by this study will facilitate identification of high-risk populations who may be suitable for further intervention to support people after their discharge from hospital. In particular, we believe that the finding that self-reported deterioration on telephone follow-up is predictive of outcome may offer the possibility of a simple intervention to identify and target those most at risk of adverse outcomes. We hypothesise that regular telephone calls may identify those at risk earlier than they would normally present to their GP, emergency department or hospital. For those who report deterioration, subsequent multidisciplinary team intervention may support frail older people to remain at home.
Key points
• Care home admission in the year after discharge from sub-acute geriatric care is predicted by frailty.
• Care home admission in the year after discharge from sub-acute care is predicted by self-reported deterioration in health.
• Care home admission in the year following sub-acute geriatric care is predicted by the diagnosis of dementia.
• Telephone follow-up may allow early identification of problems and appropriate intervention.
Supplementary data
Supplementary data mentioned in the text is available to subscribers in Age and Ageing online. Using a Smartphone while walking: a measure of dual-tasking ability as a falls risk assessment tool
Sir-Falls are relatively common among older people; 30% of 65-year-old community-dwelling adults experience at least one fall per year. Of these falls, 6% result in fractures [1, 2] . Falls typically occur during locomotion; therefore, previous studies have focused on identifying the changes in locomotor performance which occur with increasing age [3, 4] . In every-day life, locomotion typically occurs under complicated circumstances with cognitive attention focused on other tasks. Lundin-Olsson et al. [5] reported a novel method for predicting falls based on the dual-task (DT) performance of subjects. In recent years, numerous studies have evaluated DT walking in elderly people. However, Beauchet et al. [6] reported that reliable conclusions cannot be drawn from the prediction of falls based on DT results due to the lack of standardisation in DT paradigms. We considered that the two main limitations of the previous research using DT protocols [7] [8] [9] [10] [11] [12] were: (i) insufficient evaluation of the performance of the secondary task and (ii) the lack of standardisation of the DT protocols.
The aim of the present study was to evaluate the use of a Smartphone-based application for assessing dual-tasking ability as a tool for predicting the risk of falls in a community-dwelling elderly population.
Methods Participants
Participants for this study were recruited through advertisements placed in local newspapers. A total of 318 community-dwelling older individuals (mean age, 78.9 [7.3] years) participated in this study. The exclusion criteria ensured that none of the participants had any indications of the following clinical conditions: (i) serious visual impairment, (ii) inability to ambulate independently (those individuals requiring the assistance of a walking frame were excluded), (iii) a score of <7 on the Rapid Dementia Screening Test [13] , (iv) symptomatic cardiovascular disease, (v) Parkinson's disease or stroke, (vi) peripheral neuropathy of the lower extremities or (vii) severe arthritis. Written informed consent was obtained from each subject in accordance with the guidelines approved by the Kyoto University Graduate School of Medicine and the Declaration of Human Rights, Helsinki, 1975. Each participant was categorised as either a high-risk (HR) or low-risk (LR) elderly individual on the basis of whether they had experienced at least one fall within the past year (selfreported). A fall was defined as any event that led to unplanned, unexpected contact with a supporting surface during walking. On the basis of this classification, the participants were divided into HR (n = 90) and LR (n = 228) groups (Table 1) .
Smartphone data collection
The Android-based Smartphone Android Dev Phone 2 (HTC Corp., Taiwan) was used as a measurement device. Android is a popular operating system for Smartphones. The phone is lightweight (123 g with battery) and has
